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IncroGuction 

Probably no Lechnique has besn praczicsd as frequencly but 
discussed as infrequently as the seclusion and isolation of psychiatric 
patients, Wells (1972) documents chat seclusive techniques date all the 
way back to early Greek history- Although recent advances in psycho- 
therapy and psvchophanaocology have virtually eliminated the need icr 
the mechar*icai and physical restraint of psychiatric patients > 
seclusion has renained a coamonly used loethod of treating mentally ill, 
hospitalized patients (Plutchik, Karasu, Conte, Sisgel and Jarret, 
1978)- Numerous mental health professionals have docuajented the 
intolerable and inhumane abuses of seclusion and isolation in 
psychiatric care (Grseablact> York and Browr*, 1935) ^ but these abuses 
took place laost frequently in an era when psychiatric care was ptiaaril/ 
custodial- Tne purpose of this article has been to review current 
chinking on the use of seclusion in psychiatric treatment through a 
review of the literature on the use of seclusion over the last 15 years- 
Current psychiatric literature was examined in an effort to 
accurately assess attitudes coward the use of seclusion and seclusive 
techniques in psychiatric care- The existing recent literature was 
divided into the follov*ing content areas for the purpose of this 
review; (1) Demographic and statistical studies^ (2) Theoretical 
justifications, (3) Possible abuse and misuse of seclusion^ and (4) Staff 
and patient perceptions of the use of seclusion- 
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Demographic and Seaciscical Scucles 

Several studies have aCuempcec to provide demographic and 
sc^atiszical daca on zhe use of seclusion in hospitals- Tnese scudies 
have examinee seclusion in relation zo diagnostic categories » che 
behavioral pracipi-ants mosc ofcen laadiir^ to seclusion, and the 
nuaber of patients who are placed in seclusion compared vith the 
total znuaber of patients admitted. 

Regarding the relacionship bec^een seclusion and diagnostic 
categories^ mosc studies indicate the schizophrenic and raanic 
patients are acre, likely to be secluded that are patiencs in ocher 
diagnostic caceg-iries. Binder (1979) found paranoic schizophrenics 
were more likely zo be secluded than paciencs in any other diagnostic 
category, She also found that depressed patients were not as likely 
to be secluded. Both Wells (1972) and ^iattson and Sacks (1978) 
found schizophrenic and hypomaLnic patients to be the most frequently 
secluded patient groups^ while Piutchik et al< (197S) found 
schizophrenics to be the most frequently secluded patisnt group- 
Soloff (197S), who studied the use jf physical restraint ratner than 
seclusioHt found that patiencs vho were diagnosed as psychotic were 
more likely to be restrained than vers non-psychotic patients. 

Various studies have axaminad che precipitating reasons for the 
use of seclusion in hospital settings. Most commonly, these behavioral 
precipitants are determined by retrospectively examining the nursing 
notes for secluded patients. Binder fl979) listed the foer most common 
reasons for seclusion as being agitation, uncooperativeness , anger, and 
a history of violence. Mattson and Sacks (1978) list the five most 
common precipitants of seclusion as Assaultive to others, threatening 
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or verbiliy abusive, desiruciive lo property, dangerous to self, 
and behavior disrvorive lo ihe rherapeuclc er^vlronmenr. This lairer 
category was che most frequancly msniionec reason, and included 
such things as slaianing doers, running up and dowr, corridors^ and 
persistent screaming, riutchik ei ^1, (1978) found ^hat the most 
cocmonly mentioned justifications for seclusion tjere agitated and 
cnconcrolled behavior, physical aggression toward ozhar pazients> 
loud ar^d noisy behavior, and physical aggression toijard scarf. 
Soioff C157S) , studying restraint rathar than seclusion^ found 
thai violation of connaunity and acaiinistrazive standards ( noi 
violent or abusive behaviors) was the mosc frequently cited reason 
for the physical restraint of patients. 

Concerning the percentage of pacienis who are acrually secluded > 
the highest percentage vas rhar given by Binder (1979), who noted 
that of all parients admitted to her short-tercij crisis evaluation 
unit vere secluded ai one time or another, Fluichik e:: al, (1978), 
e:cajninlng che percentage of patients secluded in a large, municipal 
hospital designed for short-term care> found chat 262 (from a pool 
of 450 consecutive admissions) uere secluded, Mactson and Sacks 
(1978) found that 7,2% o: all patients in a private psychiacric 
hospital vere secluded during a calendar year. Wells (1972) found 
thac approximately A% of patients on an inpaiien:: unit of a large > 
teaching hospital vere secluded over a year long period, Soloff (197S) 
found that 3,6« or all patients admitted to a large> military 
teaching hospital uere physically restrained. He (jid noi present 
any data on the frequency o: the use of seclusion. 
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Tneorezlcal Jusriilcazlons for Seclusion 

Some authors viev ::he use of seclusion as urmecessary, unuarrannec, 
anc unjustifieo as a ^reaciDent in psychi&iric care. Piietre C1S78) 
meniicns rhar the use of seclusion h?s somehow Tuanaged zo avoid zhe 
scruuiny of zhe mental health profession. She believes zhai most 
reasons and justifications for the use of seclusion have really bean 
based upon zhe desire for craocuillity and docility among patients, 
Suga (1967) describes the eliniination of the as* of restraint and 
seclusion in a psychiacric hospital by "administrative order." He 
also details some of the problems associated with this rather abrupt 
way of eliminating seclusion - primarily in ^erms of the resistances 
tha^ are encountered with the direct care staff, most of vhom had 
become quite accustomed to using restraint and seclusion to deal cith 
difficult situations. Stern (1970), although apparently not arguing 
for the complete abolition of seclusion, does state that the very 
existence of seclusion cr isolation rooms constitutes i statement of 
xmat staff aiembers e^rpect in ^ertis of patient behavior. He also 
mentions t?.at the use of seclusion 3iay actually reinforce the kinds 
of bahaviors that the staff is trying to eliiainats. In a study dealing 
with the eliaiination of physical restraint techniques ir. a lar^e 
mental hospital in New York, Jacoby, Bablkian, McLamb j and Hohlbein 
(1958) describe the many beneficial after effects they consider to 
have occurred as a result of the elimination of any techniques of 
physical restraint, they do not say vhether isolation and seclusion, 
in addition to restraint, vere also eliminated from their facility. 



6 



Mosi au" hors , however, do not make a blanker coEidezmacion of 
seciusioTi, Advocates of the use of seclusion in psychiatric creazmenz 
offer various reasons to jusrify its use. Thesa justificarions usually 
cenc^r around Che needs of zhe individual paiient, buz occasionally 
reference is made to zhe facz zha: seclusion roota use may be of 
benefit zr other patients > as well as staff menbers, Fizsgerald and 
Long (1973) see rhe basic reasons for seclusion as; (1) it is a 
means of decreasing ovenrheiising (^nvironnieEizal szimulacion for the 
parienc, (2) seclusion provides protection to rne patient from harming 
hiasself /herself or others > (3) seclusion prevents a patient from 
destroying his/her or others' property^ snd (^) it provides an 
opportunity to develop trusting relationships. This latter reason 
is not explained in any further detail. Gutheil (1978) and Kiigaien 
(1977) both state essentially the same justifications for seclusion^ 
although they use different terminology. Gutheil speaks about -he 
need for containment (keeping the patient from personal harm or harm 
to others) > isolation (giving the patient a relief from interpersonal 
conflicts) > and a decrease in sensory in?ut > Kiigaien says that 
seclusion is needed for the external control of the combative patient, 
to protect the patient from selz-injury> and to reduce stimuli for 
excited patients. And finally^ Plutchik et al. (1978) state that 
they feel that the main raason for the use of seclusion is that 
it provides the patient an opportunity zo complete acti£ig out and 
to then reconstitute ego defenses. In only one article in the 
literature '^as there a relatively sophisticated^ indepth attempt to 
explain the therapeutic benefits of seclusion on theoreti?:al grounds. 



Tats is done in ihe research raporied oy Plucchik et al. (1978). 
It: Tzhis article zhe auchors use cwc "ujodels" to explain seclusion, 
an erhologicai model and a laore behavioriscic, '*ciae-oui" model. 
Their basic precise in an echological explanauion of seclusion is 
the fact that in any society (an inpatient psychiatric unit thus can 
be viewed as a niini-socistjO , it is occasionally nece-^sary to isolate 
certain members from the rest of the society for the good of the 
society. Viewing seclusion room usage in more behavioristic terms, 
it can be understood as an attempt to provide a temporary suspension 
of the possibility of a patient's receiving positive reinforcement 
for nondesirable behavior. If > therefore, a patient is assaulting 
another patient, seclusion provides a "time*out" from the attention 
that the aggressive patient might receive from the staff and other 
patients for this inappropriate behavior- 

Abuse and Misuse of Seclusion 

Even those professionals supportive of the use of seclusion in 
psychiatric treattaent recognize that seclusive techniques can be 
abused or misused- In addition^ many recognize that negative conse* 
quences can follov from the use of seclusion rooii;> soaetimes even 
coinciding with positive effects, Binder (1979) was concerned that 
her data on the use of seclusion room in an inpatient crisis 
intervention unit might have indicated that staff use of seclusion 
was sometimes a weapon of retaliation, Kilgalen (1977) although 
supportive of the use or seclusion in many situations, felt that it 
was definitely contraindicated for suicidal patients. 
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Four articles deal in more depth i:±zh tne possible derrimenial 
effects of seclusion on patient care. Gutheil (1S78) generally felt 
that seclusion represented a safe and effective manner of therapeutic 
Intervention. Howeverj he did mention that seclusion could cause the 
following as far as patients' perceptions and feelings are concerned: 
(1) seclusion env^^s i.e.j other patients nsay feel thst a secluded 
patient is being ''favored^' by the staffs (2) lasting anathema, I.e., 
the use of seclusion may be a factor in causing a patient to develop a 
continued an"3gonisin toward mental health treatment, and (3) a 
profound sense of abandcniDent. Mattson and Sacks C1978) discussed 
the complications following the use of seclusion by studying various 
demographic and diagnostic variables for patients placed in seclusion 
during a calendar year. They found that the patient's therapist 
provided much less documentation of the patiant^s total care and tn?.t 
seclusion often seemed to worsen patients' self ^-abusive or assaultive 
behaviors. Xhey also found that the direct care staff tended to see 
seclusion as 3 treatiaent in and of Itself, I.e., they thought that 
seclusion treated .the basic cause of a patient's disorder. Plutchik 
et al. C1978) conducted three separate studies concerning the use of 
seclusion in a large, university affiliated, municipal hospital. They 
believed that tvo major problems in the use of seclusion were the 
arbitrary bases for Its use by the staff and the lack of clearcut 
criteria to determine what length of time a patient should stay in 
seclusion. Finally, in one of the more Interesting articles in the 
literature, Vadeson and Carpenter (19^6) e*^aiianed the implications 
of the seclusion room experience for hospitalized patients. The 
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pazients were hcspizaiized on a research unit of the Kawional 
Ins^i::une of Mental Healch (KLtSi) - Th« parisnrs were all psychoclc 
bur no antipsychotic drugs w«re v.sed in ^heir zreatment. Patients 
were all asked to complete draxvilngs concerning their feelings about 
their hospitalization two to three weeks after admissionj cwo to 
three weeks prior to discharge^ and on« year after discharge. 
Interestingly J a high percentage of the patients spontaneously 
drew pictures related to their experience of seclusion. In inter- 
preting the results of the study, the authors suggested that 
seclusion room techniques; (1) may have intensified paranoid 
tendencies in certain patients^ (2) certainly zaay have been a 
factor in the bitterness nany patients f&lt about their hospitalization^ 
even a year after discharge, and (3) often intensified the 
hallucinatory experiences of floridly psychotic patients. 

Patient and Staff Perceptions of Seclusion 

Interestingly, fee researchers have investigated patient and staff 
perceptions of seclusion. While various authors ha\re alluded to the 
fact that direct care staff aides often are resistant to any professional 
who suggests tha: patient behaviors connaonly resulting m seclusion can 
and should be dealt cith in other vays (Jacoby, et al., 1958; Suga, 1967), 
few researchers have made systematic efforts to exaiaine staff attitudes. 
One exception is the work done by Plutchik et al. (1978). In this study, 
attitudes among the nursing staff, the direct care staff, and the pro- 
fessional staff were cotapared concerning the use of seclusion. Generally, 
all three of these groups felt that seclusion vas beneficial in modifying 
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paciencs' undesirable behaviors and helping parier.rs zo regain etaotional 
and behavioral conirol. The nursing scaff felc rhar seclusion beneficed 
che :-ncii\-idu£l pacieni che Dosr, i^'hile ^ihe direct care scarf and pro- 
fessional siaff z^lz chac che ward (milieu) benefiied che mosc. Ir was 
also noieworchy chat professionals experienced considerably more "guile** 
abom pucring paciencs in seclasion rhan either che nursing or direcc 
care scaff. In examining paiieni aciicudes, PlutcMk and his associates 
interviewed 30 patients who had been on an inpatient 'ward at least 2 
weeks and had been secluded at least once. They found that patient 
perceptions of the kinds of behaviors for which they could be placed in 
seclusion coincided x**ith staff views. A majority of patients retro* 
spectively said that they felt that seclusion benefited them^ but close 
to AOZ felt tha: it did not help then at all. 

Wadeson and Carpenter (1976) rather incidently found out what 
patients' perceptions of the seclusion roota experience were. They 
worked cith acutely schizophrenic patients hospitalized on a NIMH clinical 
research unit. Because psychotropic medications were used sparingly or 
not at all during investigative periods, seclusion was used frequently 
for severe manageiaent problems. As part of the research protocol, 
patients were asked to draw pictures concerning their feelings about 
hospitalization. Each patient was asked to draw a ''free" (self-chosen) 
picture, a self ^portrait, a*picture of his/her psychiatric illness^ a 
picture of any hallucination experienced, and a picture of any delusion 
experienced. Tnus^ although no patient was directly asked to draw a 
picture about his/her perception of seclusion ^ ov^r one**chird 
spontaneously did^. In evaluating the content of these ''seclusion'' 
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dravir,gs> vJadeson and Carpenrer found that the content fell into four 
major categories: (x) hallucinatory experiences (usually perceived as 
pleasurable), (2) delusional experiences , which were consistently 
displeasurabli to the patient* e.g., the patients' drawings in this 
area usually had themes concerning the use of seclusion as a punishaent 
for a crime conmiitted, wich seclusion being viewed often as a jail or 
gas chamberj (3) intense affect ^ usually negative, e.g., seclusion being 
seen as r.ne ultimate in abandoimient and hopelessness by the patient, and 
(4) attending staff members , i.e., drawings which dealt with the person 
sitting outside the secluded patient's room* In general, the authors 
fel; that the use of seclusion may have an overall negative effect on 
the treatment of thftir patient population. 

State Mental Health Code Policies Concerning Seclusion 

Finally, an attempt va5 made to compare the foregoing clinical 
criteria for seclusion given m the psychiatric literature with the 
criteria for Che use of seclusion according to state mental health 
codes. Letters requesting information concerning state policy con-^ 
ceming the use of seclusion in mental health facilities were sent to 
the state departments of mental health in all 50 states. If a state 
did not respond to this initial re^juest, two follow-up letters were 
sent. If the information received still was not sufficient, a direct 
phone call was made to the department of mental health. Even given 
this rather extensive procedure, 8 states still had not provided 
sufficient information. Thus, the following information is based on 
an examination of the policies of existing state mental health codes 
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concerning the use of seclusion in 42 spaces. Tne inf ormacion received 
was organized zc examine tine folio^'ing: (1) Tne ranionale and jusci- 
ficacions given in mencal healch codes tor che use of seclusion^ 
(2) Which mental healch professionals may order the use of seclusion 
for paciennsj and (3) Safeguards puc upon che use of seclusion zo 
insure pacienc proreccion. 

Table 1 derails che jus^ifxcarion for che use of seclusion 
according co rhe Denial healch codes in 42 scares. The nmuber of 
spaces mentioning che criteria is given in parentheses (see Table 1). 

Regarding who may order seclusion for patients, almost all snares 
delegate ultimate responsibility for the use of seclusion to the 
physician. In only one state (Colorado) could another professional 
(licensed psychologist) order seclusion without needing final approval 
from a physician. Most states, however^ have provisions that allow for 
physician approval to be made post facto . That is, other mental health 
professionals may authorize the use of seclusion for a particular 
patient ^ and the authorization from the physician does not have to be 
obtained until later (usually vathin 1 to 4 hour;.;. In some states 
direct care staff (i.e., psychiatric aides) may even utilize seclusion 
on an emergency basis \y*ichout direct professional authorization, 
Again^ houever, they are required to obtain professional approval 
within a certain time period. Parenthetically, it might be noted that 
mental health codes often differ concerning patient care standarBs 
according to whether a particular facility is psychiatric or develop * 
mental ( developmental referring to a facility primarily concerned with 
the care or mentally retarded individuals). From a brief examination 
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of how srare suanaards differ, it spoears ihai deveioproeniial facili;:ies 
have more rigid standards as i:c hov^ long residents may be secluded 
(some scales not ever, allotting the use of seclusion ai all ;;it:h mentally 
regarded residents), while generally allowing greaier latitude as to 
who may initially authorize seclusion* 

Finally, mosi szate mental health codes specify safeguards to be 
observed when patients are placed in seclusion* Most states specify 
how long an initial order for seclusion can be, as well as how long 
subsequent orders can specify that patients reniain in seclusion. 
States vary in Lhis regard, some states specifying that initial orders 
ca-i be for no longer than 1 hour, 'vjhile other stares allow initial 
orders of up to 24 hours* State codes also usually specify how often 
a patient in seclusion is uo be checked and observed, some states 
specifying as fre^juently as every 5 minutes, while other states 
allowing only once per hour observation. The majority of state mental 
health codes also delineate the timd limits and guidelines for such 
patient needs as toileting, fluid and food intake, and bathing* 

Discussion 

One is struck by the paucity of articles on seclusion in the 
psychiatric literature over the last fifteen years. As night have 
been suspected before the review was begun, seclusion seems to be an 
"unwanted and undiscussed child" of mental health care, i<fi< , everyone 
concerned vith mental health care knows it exists but few want to talk 
about it* It is encouraging to note, however, that most of the articles 
reviewed in this paper have come out in the last five years. Perhaps 
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'"his indlcarss more willingness on Ehe parr of mental healin 
professionals ro speak abouE an aspect of psychiatric care thac 
many would see as an inhuinane relic of past centuries . 

Regarding che rationale for the use of seclusion in psvchiarric 
care, most: justifications center around the reasons t'nat are al^o 
given to justify connnitmsnt of patisnts to hospitals: protsction 
from harm to self or others, Fit2gsrald and Long (1973) do give a 
substantively' different reason for seclusion, namely chit it provides 
an opportunity' to develop trusting relationships, but they do not 
explain this concept in much detail. Plutchik et al. > (1978) rather 
than attempting to justify seclusion on clinical grounds, take a more 
sociological perspective on the use of seclusion in their study of 
inpatient care. Finally^ although not the focus of rhls article^ 
seclusion and social isolation are also techniques commonly used in 
child rnd adolescent mental health care. Frequently^ writers in 
f^is area use rationale other than protection from harm to self or 
others to explain why the feel seclusion is beneficial in the treatment 
of children and adolescents Andres and Goke, 1973). 

Although many authors discuss the clinical indications for the 
use of seclusion^ relatively little attention is given as to when 
seclusion is contraindicated . Kilgalen (1977) did mention that she 
felt seclusion was definitely contraindicated for suicidal patients. 
It is also interesting to note that even though the prototypical 
rationale for seclusion is protection from harm to self or others, 
Mattson and Sacks (197S) found data that indicated that use of 
seclusion actually worsened patients' self*abusive or assaultive 
behaviors , 
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One is also scruck by the fact chat very little research has 
beea done on the use of seclusion. Although authors state chac the 
frequency of seclusion has decreased in their facility over the 
years (vJells, 1972), rhis observation is usually based on anecdotal 
reports rather than actuad data. One would also think that a 
fruitful area of research would be studies examining the attitudes of 
mental health professionals toward seclusion. A good start was lade 
in the study done by Piutchlk e: al. (1978). Tney also examined 
patient perceptions of the seclusion experience, as did Wadeson and 
Carpenter (1576), although their findings were actually more 
incidental than experimental- 

PinallVj a f;^v cotmients cai* 'be made about existing state mental 
code policies concerning the use of seclusion. Almost all the state 
codes mention that "potential harm to self or others" is the primary 
justification for secluding patients. When it is not mentioned 
specifically in a state code> one could probably assume that it is 
implied in the (more global) justification that is given (eg,, to meet 
the medical needs of the patient, to provide effective treatment, to 
help reach ther?ipautlc goals ^ etc.)- It is also interesting to note 
that only A states ^lention '^destructive to property" as a justification 
for seclusion. Only A states allow seclusion as a part of a behavior 
modification program. Two (2) states mention that seclusion may be 
used to "encourage patients in the active participation of their 
recovery,*' which sounds like a euphemistic rationale for a "shape up 
or ship out" approach to patient care. 
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It: Is also infonaativR t'Aat msxiy of the juscif ications and 
indications for seclusion ssentioned in the psychiatiric literature are 
mentioned iuf requently if at all in che state mental health codes. 
2inder (1979), Fitzgerald and Long (1973) » Gutheil (1978), and 
Kilgalen (1977), all mention :har seclusion is justified as a meaus 
of decreasing sensory input and environmental stimulation, although 
only one (1) state specifically allowed this circuimstance as an 
indication for seclusion. Binder (1979) also mentioned *'uiicooperacive- 
ness'* and "anger," Plucchik et al. (1978) mentioned "loud and 
noisy behavior," and ritzgerald and Long (1973) mentioned "an 
opportunity to develop trusting relationships" as reasons that 
seclusion vas used in psychiatric care. These reasons do not appear 
to be justified according to existing state mental health codes. 
That seclusion usage in psychiatric care does not always coincide 
^'ith state policy would probably not come as a surprise to many 
mental health professionals. 

It is hoped that this review of the use of seclusion in modern 
psychiatric care has orovided information that will serve as an 
Xmpetas and a prod to further research and discussion in this ofren 
ignored and undis'^.ussed area. 
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Table 1 



Cricerit and Justificarions for the Use of Seclusion 



Pocsntial or actual harm to self or others (5i) 

To provide effective treacment^ to help reach therapeutic goals. 



To meac the medical needs of the patient (5) 
A5 parr of a behavior modificanion program (i) 
Substantial propercy damage (i) 

To encourage patients in the active particioatior. of their recovery (2) 

Following an accempted suicide (2) 

To sec limits (2) 

Danger of imminent elopement (2) 

Help clienn gain self-control (1) 

Decrease level of stimulation vhen patient is Id a state of 
hyperactivity (1) 

If the physiciaa views it as potentially beneficial to the patient (1) 
NOTE: Tne numbers in parenthases indicate the nu^nber of states whose 



mental health codes mention the above criteria and justifications. 
The data are based on information received from 42 states. 



etc. (6) 



ERIC 




